Barbed sutures were first approved by the US Food and Drug Administration for soft tissue approximation in 2005. Technical improvements (smaller gauge sutures with quicker absorption rates, and different barb arrays and sizes) have optimized their use, thus allowing more appropriate and safer suture placement in all of the soft tissue layers, including the deep fascia, cartilage, tendons, and joint and breast capsules. 1 We started using them for the surgical treatment of snoring and sleep apnea syndrome (barbed snore surgery) in 2011.
Barbed sutures were first approved by the US Food and Drug Administration for soft tissue approximation in 2005. Technical improvements (smaller gauge sutures with quicker absorption rates, and different barb arrays and sizes) have optimized their use, thus allowing more appropriate and safer suture placement in all of the soft tissue layers, including the deep fascia, cartilage, tendons, and joint and breast capsules. 1 We started using them for the surgical treatment of snoring and sleep apnea syndrome (barbed snore surgery) in 2011. 2 The use of barbed sutures has significantly increasing as surgeons have become more familiar with the advantages of the new technology. However, one drawback is that, once the barbs have engaged the tissue, it is almost impossible to remove the thread, and there is still no recognized procedure for correcting a misplaced suture other than cutting the thread and sometimes starting all over again. We here describe a technique called "the barbed rescue procedure" that allows the thread to be recovered through the tissue.
TECHNICAL DETAILS
In barbed snore surgery, we use size 0 or 2.0, bi-directionally barbed polydioxanone (PDO) threads in a 36 cm × 36 cm configuration mounted on taper-pointed, 36 mm semi-circular needles.
The barbed rescue procedure requires the use of a polyurethane intravenous catheter: an 18 gauge is recommended for a size 0 suture, and a 20 gauge catheter for a 2.0 suture. Scissors are used to separate the catheter from the adapter, and it is also possible dilate one of the ends of the catheter slightly by means of a lacrimal dilator in order to facilitate the sliding of the barbs (Figure 1 ).
The needle is inserted inside the undilated end of the catheter, which is slid over the thread until it reaches the point at which the thread enters the tissue and then, driven by the barbs, it is pushed through the tissue until it emerges on the other side. Once the catheter is positioned between the entry-and exit-point of the thread, the barbed suture and needle are pulled out from inside the catheter. The dilated end of the catheter (Figure 1 ) acts as a funnel that facilitates the atraumatic folding of the barbs against the body of the thread in order to reduce the risk of their deformation and eversion as the thread passes through the catheter. Once the thread is released, the catheter can be easily removed by gently sliding it over the thread and the needle in order to avoid damaging the barbs. It also can be useful to shorten the catheter as much as possible in order to reduce the distance over which the barbs are retracted. If the procedure is correctly performed, the barbs will be totally preserved (Figure 2 ). Figure 3 shows what happens to the barbs if the thread is removed without the aid of the catheter.
It is clear that the barbed rescue procedure can only be completed in the case of a single incorrect step in the suturing; it is unthinkable to recover the thread after two or three wrong steps.
Video 1 shows the barbed rescue procedure being used during a "barbed Roman blinds" surgical operation on the soft palate and lateral pharyngeal walls performed in order to treat sleep apnea syndrome.
3 Video 2 shows a simulation of the barbed rescue procedure using nasal packing. Videos 1-2 are available as Supplementary Material at www.aestheticsurgeryjournal.com.
OUR EXPERIENCE
Between October 2013 and December 2015, we performed the barbed rescue procedure during barbed snore surgery for sleep apnea syndrome in nine patients (seven males and two females) with a mean age of 47 years (range, 34-65 years). In five cases, retrieval was achieved at the level of the soft palate, and in four at the level of the anterior tonsillar pillars.
OUTCOMES
The procedure was successfully completed in an average of five minutes. The integrity of the barbs was checked under magnification (microscope) and, in all cases, the thread could be reused to complete the surgical procedure. The surrounding tissue was always preserved and there was no need to cut it to allow the passage of the catheter or thread. No complications were encountered.
COST
The cost is quite low as the procedure only requires a polyurethane intravenous catheter, which is usually available in any operating theatre. 
